same day.
After two weeks, her knee became increasingly sore and swol len, and she continued to struggle with walking long distances. Physiotherapy did not improve her symptoms. Further examina tion revealed a moderate effusion, range of movement from 5 to 100 degrees and tenderness in the lateral joint line.
Repeat MRI was performed four months after the surgical procedure. This demonstrated signs of previous lateral menis cectomy and significant oedema within the lateral tibial plateau, geographic margination of the articular surface, osteochondral fracture and signs of osteonecrosis of the lateral tibial plateau (Fig.  2) . At this stage, nonweight bearing was advised. The symptoms continued, and after discussion with the patient and our ortho paedic department, it was felt core decompression could be of fered.
The surgical procedure was undertaken seven months follow ing the initial arthroscopy.
Two stab wounds were made and a 6 mm drill was used to de compress the lateral tibial plateau under fluoroscopic guidance (Fig. 3) . The drill was passed into the lesion five times in total. Nonweight bearing was advised for a further six weeks. This was followed by a sixweek period of progressive touch then partial weight bearing with isometric quadriceps movements and train ing in a swimming pool.
The patient improved symptomatically and was back walk ing and working with an improvement in swelling of the knee. Repeat MRI scan demonstrated a resolution of the bone oedema and no progressive change in articular cartilage (Fig. 4) . The pa tient remains asymptomatic after 24 months.
Discussion
Osteonecrosis of the knee can be considered in three separate entities: spontaneous, secondary and postarthroscopic. The latter is considered the rarest of these and commonly results in arthroplasty of the knee. In routine postoperative MRI scanning after arthroscopy, the rate of osteonecrosis has been shown to be 4% 15) . Postarthroscopic osteonecrosis has been described, firstly in 1991, and subsequently in a number of case reports and series (Table 1) 114)
. Age at presentation is commonly 4th or 5th decade or older, and symptoms start from 6-8 weeks following the ar throscopic procedure. The compartment where the initial lesion and the arthroscopic work has occurred seems to correlate with the location of osteonecrosis. Almost all patients described had osteonecrosis in their medial femoral condyle. There is a spec trum of radiological terminology which includes bone marrow oedema, bone marrow lesion and other terms such as osteone crosis and avascular necrosis. A bone marrow lesion alone does not constitute postarthroscopic osteonecrosis; diagnosis requires a pattern of radiological and clinical features. Typically osteo necrosis present on MRI is characterised by a large area of bone marrow oedema and overlying subchondral collapse or damage, both of which were present in this case 16) . The mechanism by which postarthroscopic osteonecrosis oc curs is not fully understood. Heatrelated chondrolysis has been implicated in the use of laserassisted arthroscopy 14) . In the case reports across the literature, the arthroscopic procedure has been predominantly laserassisted or radiofrequency ablation (Table 1) . Animal studies have demonstrated that radiofrequency ablation can lead to high enough temperature within the cartilage matrix to cause cell death 17) . Other theories include secondary vascular insult from radiofrequency ablation, a link to the initial injury, or a result of the altered biomechanics following debridement of the meniscus or cartilage 16, 17) . This case, however, lends further evidence that osteonecrosis may be caused by radiofrequency ablation. This was used in the debridement of the meniscal lesion and chondral damage with underlying osteonecrosis was present on MRI following this.
Arthroplasty was the most frequent outcome in those cases re ported; however, this may not be surprising given that the major ity of patients were over the age of 50 and had preexisting arthri tis. Modern evidence would now suggest avoiding arthroscopy in this age group 18) . As this complication is very rare in the young, there is little evidence for nonarthroplasty intervention. Core decompression for spontaneous osteonecrosis is more commonly described with good outcomes. Postarthroscopic osteonecrosis does not seem to have the same positive outcome after decom pression, with persisting symptoms resulting in arthroplasty. The lack of younger patients, and the rarity in which it occurs may account for this. We can suggest that this technique may be successful in the young, but longterm followup and larger studies are needed to confirm this, and these patients must be advised that this compli cation is severe and commonly leads to joint replacement surgery.
